The table summarises the clinical and bacteriological data on the four patients. S viridans was isolated in pure culture from the effluent fluid collected at dialysis from all four patients. The patients were treated with vancomycin 50 mg!l, which was added to one of the four dialysate bags (the overnight bag) used daily, for 10 days. All four patients recovered. 
Comment
There is usually a latent period of between 24 and 72 hours from contamination of the peritoneal cavity to the onset of clinical peritonitis.2 Our four patients developed peritonitis due to S viridans two to seven days after the onset of a lesion in the mouth or dental surgery. Peritonitis in these patients probably resulted from haematogenous spread of the bacteria from the mouth. Although S viridans is always present in the mouth, it is only rarely cultured from the hands and from the sites of catheters in patients receiving continuous ambulatory peritoneal dialysis.3
We suggest that patients receiving continuous ambulatory peritoneal dialysis should be given antibiotic prophylaxis if they are to undergo dental surgery, using the same regimen as is advised for patients with lesions of their heart valves.4 Patients who are not allergic to penicillin should be given 3 g amoxycillin orally one hour before dental surgery, whereas those who are allergic or have recently taken a course of penicillin should be given 1-5 g erythromycin stearate orally one to two hours before the procedure and 0-5 g six hours later. In addition, we advise patients receiving continuous ambulatory peritoneal dialysis to use toothbrushes with soft bristles to minimise trauma to the gums. Comparison of erythromycin and isoniazid in treatment of adverse reactions to BCG vaccination BCG vaccination is still given routinely to schoolchildren in many parts of Britain, and adverse reactions occur. Anecdotal reports suggest that a month's course of erythromycin is useful for severe local reactions to vaccination.' ' We have compared isoniazid, another commonly used agent, with erythromycin in the treatment of adverse reactions to BCG.
Patients, methods, and results
Eighteen children vaccinated with BCG continued to have adverse local reactions of pain, abscess formation and discharge, and ulceration 10 weeks later. The subjects were divided into two groups of nine, equally matched for ulceration, fluctuance, and areas of erythema and induration by one investigator (JTM). One group received erythromycin 250 mg four times a day and the other isoniazid 6 mg kg body weight daily for one month. The groups were reviewed at two weeks and one month after starting treatment and all lesions were photographed on each occasion. The progress of the lesions was assessed in two ways. Firstly, the lesions were examined at each visit by an observer (SH) unaware of the treatment given. Measurements were made of the diameter of the area of induration and erythema in two planes at right angles, and the presence of fluctuance (as an index of the presence or absence of abscess) and also ulceration was noted. The tOne subject developed two lesions, making measurement invalid.
The response in each treatment group was the same. The maximum percentage decrease in diameter of either erythema or induration that occurred in either group was 55°,.
Another observer (JG) compared blindly the photographs taken at the initial visit with those at week 4. The pairs of photographs were arranged in random order and the observer asked whether the photograph on the left was unchanged, better, or worse compared with the right hand photograph; after decoding it was possible to state the progress of each lesion. Four subjects in the erythromycin group and five in the isoniazid group were considered to have improved, two in each group to have remained unchanged, and two in the isoniazid group and three in the erythromycin group to have deteriorated. No treatment was clearly superior. No side effects of treatment were noted except a macular rash on one patient in the erythromycin group.
BCG was seen and cultured from the abscess aspirate from one subject (isoniazid group). No other pathogens were seen or isolated from the specimen or from the ulcer discharge of another subject (erythromycin group). Sensitivity testing showed the BCG to be sensitive to isoniazid but resistant to erythromvcin using a 10 peg disc.
Comment
We found that erythromycin was no more effective than isoniazid in the treatment of severe BCG reactions. The findings in the erythromycin group do not support the suggestion from previous uncontrolled reports that complete resolution of lesions can be achieved with erythromycin given for one month.' Nevertheless, possibly secondary bacterial infection of the BCG site contributes to the adverse local reactions in some cases, so that erythromycin may sometimes be effective. Certainly reports of the minimal inhibitory concentration for BCG to erythromycin have been in excess of 64 mg/l. Some other atypical mycobacteria, however, have been shown to be sensitive in vitro to erythromycin concentrations of 5 mg/I, which may be achieved in vivo bv oral erythromycin.4
Possibly neither antibiotic has any effect on the natural resolution of the lesions. A placebo controlled trial of each drug is now necessary before further treatment recommendations can be made.
